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Figure 2 Blood film showing red blood cells (r), neutrophil (n),
(A) a sheathed (s) Loa loamicrofilaria 220 mm long  6 mmwide,
and (B) posterior extremity of the microfilaria showing a column
of five nuclei (nu) reaching the extremity of the tail excluding
the sheath. Scale bars = 10 mm.Subconjunctival Loa loa worm
Loa loa (African eye worm) is a subcutaneous nematode that
infects several million people in the rainforest belt of wes-
tern and central Africa.1 Characteristic clinical features
include passage of adult filarial worms across the eye (sub-
conjunctival or in anterior chamber) or Calabar swellings.
A 42-year-old man, who had migrated to Australia from
Nigeria 2 years previously, presented with the sensation of
something crawling over his right eyeball. On examination
there was right conjunctival injection and a subconjunctival
worm was seen moving in the inferior fornix (Figure 1). Visual
acuity was 20/20 bilaterally and the remainder of the
ophthalmic examination was unremarkable. General physical
examination was also normal with no evidence of lymphe-
dema or subcutaneous swellings. There was no history of
Calabar swellings. Blood, urine, and stool investigations were
unremarkable except for an eosinophilia of 1.18  109/l
(normal range 0.50—1.02) in the differential leukocyte
count. Thick blood smears of blood taken at 12:00 noon
showed microfilariae (Figure 2). A 5.8 cm long live worm
was removed after making an incision in the temporal con-
junctiva under topical anesthesia (Figure 3). The worm was
fixed in 70% alcohol and then cleared in warm (55 8C) lacto-
phenol for 10 minutes. Following clearing, the worm was
series transferred to glycerin through graded glycerin con-
centrations in lactophenol (25%, 50%, 75%, and 85%), all done
at 55 8C for 10 minutes. The worm was mounted in glycerin.
Microscopical images and line drawings were produced of theFigure 1 Subconjunctival worm (arrow) seen as a translucent,
white thread-like structure under the inferior bulbar conjunc-
tiva.
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gravid female Loa loa (Figures 2, 4, and 5). The patient was
treated with 400 mg oral albendazole for 3 weeks and oralFigure 3 Female Loa loa worm following surgical extraction.
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Figure 4 Adult female Loa loa ex right conjunctiva: (A) whole worm uncleared, head (h) and tail (t), 57.7 mm long  0.5 mm wide;
(B) lactophenol-cleared anterior extremity showing narrow straight buccal canal (b) and muscular esophagus (o); (C) lactophenol-
cleared posterior extremity showing anus (a) and posterior uterine loop of the posterior uterus (u). Scale bars (A) and (C) = 1 mm,
(B) = 100 mm.prednisolone 1 mg/kg for 1 week after consultation with the
Department of Infectious Diseases.
Although Loa loa is not seen in Australia, it can occur in
immigrants or travelers returning from west or centralFigure 5 Morphological features of the reproductive system of the f
vulva (v); (B) higher power magnification of the muscular vulva (v); (C
the other containing developing microfilariae (m); (D) higher power m
Scale bars A = 1 mm, B—D = 100 mm.Africa.2 Loa loa is a filarial parasite that is transmitted by
Chrysops species, also known as mango or horse flies. Humans
are the only known reservoirs. The adult male and female
worms live in the subcutaneous and connective tissue. Theemale Loa loa showing: (A) anterior extremity and position of the
) parallel anterior and posterior uteri one containing eggs (e) and
agnification of uterus (u) filled with embryonic microfilariae (m).
Correspondence e135adult female sheds microfilariae in the peripheral blood
where they exhibit diurnal periodicity, the highest numbers
being detected in blood smears between 10:00 am and 2:00
pm. The most common presentation with Loa loa infection is
Calabar swellings, which are localized inflammatory subcu-
taneous swellings in the extremities resulting from a host
response to the worm and its metabolic products. The next
most frequent site is the eye where the worm may present
either subconjunctivally or in the anterior chamber.3
The diagnosis of loiasis is made on either the history of
characteristic clinical symptoms or by finding microfilariae in
the blood, although in patients with unisexual infections
these will be absent.4 The approach to the treatment
depends upon the clinical presentation. Diethylcarbamazine
(DEC) and ivermectin have been shown to be highly effective
single agents in reducing levels of microfilariae in the blood,
thereby preventing uptake and transmission of the micro-
filariae by mosquitoes. Although albendazole reduces the
microfilariae load slowly as compared to DEC and ivermectin,
it is associated with a lesser incidence of encephalopathy
induced by dying microfilariae.
In the case presented here, bothmicrofilariae and an adult
female worm (Figures 2 and 4) were detected to confirm the
diagnosis. The microfilariae were sheathed, 220—240 mm
long, with a single column of five to six unevenly spaced
nuclei in the posterior extremity extending to the tip of the
tail (Figure 2). At the anterior extremity, the mouth and
buccal cavity open directly into a slendermuscular esophagus
(Figure 4B). The vulva is located approximately 2.5 mm from
the anterior extremity (Figure 5 A and B) with the vagina
extending a further 9 mm to the bifurcation of the uteri. The
posterior and anterior uteri almost completely fill the length
of the worm with all stages from eggs to developing embryos
and microfilariae visible in the parallel uterine system
(Figure 5 C and D). The posterior uterus extends almost to
the posterior extremity with the anus approximately 250 mm
from the terminal end of the worm (Figure 4C).5
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